1964 through the late 1970s, followed by relatively modest decreases in the 1980s. A
second example is the apparent increase in smoking by teenage girls through the mid-
1970s. (See Chapter 5.)

Warner and Murt (1982) argued that the female prevalence data have been
misinterpreted. Conceptually, they suggested, the appropriate question was how
prevalence in a given year compared with the rate that would have been experienced
without the campaign, and not simply how prevalence had changed over time. In the
case of women, smoking prevalence had been rising rapidly since World War II, paral-
leling the diffusion pattern of smoking by men two to three decades earlier. Without
the antismoking campaign, Warner and Murt argued, smoking prevalence would have
been expected to have continued to increase as it had with men. As such, the stability
of female smoking prevalence in the mid-1960s, at a level far below that attained by
men, should be interpreted as a significant response to the antismoking campaign.

Warner and Murt (1982) and Warner (1989) developed estimates of prevalence
without the campaign, a process they described as necessarily involving the use of
numerous assumptions whose quantitative precision or qualitative appropriateness can
be challenged. The authors tested the overall validity of their estimates by converting
the annual cohort projections into estimates of annual aggregate cigarette consumption
and then comparing these with estimates derived by Warner (1981a, 1989) in a
methodologically distinct analysis of aggregate cigarette demand. The pattern
generated by aggregating the subjective data was highly similar to that estimated
through use of regression analysis with objective data on cigarette production and sales.
Nevertheless, the nature and number of assumptions recommend that the analysis be
interpreted in qualitative terms, as a demonstration that smoking prevalence has been
influenced, apparently substantially, by the smoking-and-health message.

Tables 1 and 2 illustrate the authors’ comparative perspective for men and women,
respectively. Each cell in each table records smoking prevalence for the relevant birth
cohort and the relevant year, in 5-year increments from 1965 through 1985, based on
survey respondents’ self-reports. These entries are called “reported” prevalence (R in
the tables). (See Harris 1983 for discussion of retrospective self-report biases.) Each
cell also provides an estimate of the smoking rate that might have been expected in the
absence of the antismoking campaign (“expected” prevalence, E in the tables). The
difference between the two figures for the specific birth cohort in a given year repre-
sents an estimate of the percentage points of smoking prevalence avoided by the cam-
paign. Avoided prevalence includes both campaign-related quitting and noninitiation
of smoking. The data are from Warner’s (1989) updating of the authors’ original study
(Warner and Murt 1982). Both references describe the method of determining
“expected” prevalence. The updated study presents annual data for both “reported” and
“expected” prevalence for 1964 through 1985.

Table 1 indicates, for example, that in 1975, 53 percent of men born between 1941
and 1950 reported themselves to be smokers. However, had their smoking patterns
not been influenced by the antismoking campaign, an estimated 64 percent of them
would have been smoking in 1975. Without a response to the campaign, their smok-
ing prevalence would have been 11 percentage points, or 21 percent, higher than it ac-
tually was. By 1985, the cohort’s smoking prevalence had fallen 15 points to 38 per-
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TABLE 1.—Smoking prevalence for males (percent), 1965-85, reported and expected in the absence of the antismoking campaign

Birth cohort

1901-10 1911-20 1921-30 193140 1941-50 1951-60
Year R E R E R E R E R E R E
1965 45 46 60 61 62 66 59 63 46 48 2 3
1970 39 42 53 56 55 64 53 64 58 62 18 21
1975 0 37 46 54 47 62 46 62 53 64 38 50
1980 I8 32 30 49 41 58 44 58 44 63 42 64
1985 16 25 22 45 32 53 35 54 38 60 38 66
E-R,
1985 23 21 19 22 28

NOTE: R, reported; E, expected; E-R, expected minus reported.

SOURCE: Warner (1989).
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TABLE 2.—Smoking prevalence for females (percent), 1965-85, reported and expected in the absence of the antismoking campaign

Birth cohort

1901-10 1911-20 1921-30 193140 1941-50 1951-60
Year R E R E R E R E R E R E
1965 21 21 3% 37 43 45 44 46 30 32 1 2
1970 1819 33 36 40 48 43 48 41 46 13 15
1975 15 18 28 35 38 48 42 50 40 50 35 40
1980 15 16 260 33 3 47 5 51 34 52 32 50
1985 8 14 18 3§ 27 44 32 49 32 5 32 54
E-R,
1985 6 13 17 17 20 22

NOTE: R. reported; E, expected; E-R, expected minus reported,

SOURCE: Wamer (1989),



cent. Prevalence expected in the absence of the campaign would have fallen too, but
only by 4 points (to 60 percent). Consequently, the gap between reported prevalence
and that which would have been anticipated without the campaign had increased to 22
percentage points. Thus, Warner (1989) estimated that for men born between 1941
and 1950, smoking prevalence would have been 58 percent higher than it was in 1985
(the 22 percentage-point gap divided by reported prevalence of 38 percent), had the
men’s smoking not been influenced by smoking-and-health knowledge and social
change.

Table 2 shows that for women born between 1921 and 1930, expected prevalence ex-
ceeded reported prevalence by 10 percentage points in 1975. Both measures fell
through the mid-1980s, although reported prevalence decreased more than expected
prevalence without the campaign, so that the gap between the two widened to 17 per-
centage points by 1985. In that year, according to the estimates, in the absence of the
antismoking campaign, smoking prevalence in this cohort of women would have been
63 percent higher than it actually was (the 17 percentage-point gap divided by reported
prevalence of 27 percent).

Figures 1 and 2 illustrate this perspective on the impact of the campaign on smoking
prevalence by plotting annual figures for reported and expected prevalence, as well as
pre-1964 prevalence estimates, for two other cohorts, one male and one female. In each
case, the solid line plots actual reported prevalence and the dashed line plots the an-
ticipated prevalence in the absence of the antismoking campaign. The gap between the
two lines constitutes a measure of the impact of the campaign on smoking prevalence
for these two birth cohorts.

The analysis indicates that all 12 of the age-sex birth cohorts experienced substan-
tial quitting or noninitiation of smoking as a result of the antismoking campaign. By
1985, the estimated gap between actual (reported) prevalence and that anticipated
without the campaign ranged from a low of 6 percentage points for the eldest female
cohort to a high of 28 percentage points for the youngest males.

The percentage-point gap is larger for each male cohort than for the same-age female
cohort. This is consistent with the common observation that the campaign has en-
couraged more men to quit than women. However, because the actual smoking
prevalence of each birth cohort is smaller for women than for men, this standard obser-
vation misses an essential consideration: the ratios of percentage points of campaign-
related quitters and noninitiators to the percentages of actual smokers are quite com-
parable for men and women. Thus, when the 1985 percentage-point gap (the last row
in Tables 1 and 2) is divided by actual prevalence in that year, this measure of relative
quit-and-nonstart rate indicates little difference between males and females.

The percentage-point gap in 1985 generally increases from the older to the younger
birth cohorts, especially for the females. Warner and Murt observed that this might be
expected because decisions concerning the initiation of smoking occurred after 1964
for many members of the two youngest cohorts and well before 1964 for the older
cohorts. Decisions not to start smoking may be easier than decisions to quit.

The expected prevalence figures indicate that a majority of each of the four youngest
male cohorts would have been expected to be smokers in 1985 without the campaign,
including two-thirds of men born from 1951 through 1960. In fact, fewer than 40 per-
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FIGURE 1.—Actual smoking prevalence history (solid line) and estimated
prevalence for 1964-85 in the absence of the antismoking campaign
(dashed line), 1921-30 male cohort
SOURCE: Warmer (1989).

cent of each cohort reported themselves to be smokers that year. Similarly, without the
campaign, smoking prevalence in the four youngest female cohorts would have been
expected to include a majority or near majority of the women (44 percent for the 1921-
30 birth cohort to 54 percent for the 1951-60 cohort). Yeteach of these cohorts reported
prevalence rates of either 27 percent (1921-30 cohort) or 32 percent ( 193160 cohorts).

Warner and Murt observed that the peak prevalence of the youngest cohort of males
(born 1951-60), which fell short of 50 percent, made this cohort the first group of men
born during the century never to have included a majority who were smokers. Support-
ive of the large gap found between this cohort’s reported prevalence and the estimate
of prevalence without the campaign are data on the peak prevalence of each of the older
cohorts, reported by Harris (1983) and presented in Table 3. In the space of a single
10-year period, peak prevalence fell 16 percentage points, from 58 to 42 percent (for
the 1941-50 and 1951-60 birth cohorts, respectively). In the span covered by three 10-
year birth cohorts, the maximum percentage of men smoking fell by almost 30 percent-
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FIGURE 2.—Actual smoking prevalence history (solid line) and estimated
prevalence for 1964-85 in the absence of the antismoking campaign
(dashed line), 1941-50 female cohort
SOURCE: Wamer (1989).

age points (from 70 percent for the 1921-30 cohort). Preliminary data from the 1987
National Health Interview Survey (NHIS), combined with other NHIS data from the
1980s, suggest that the peak prevalence for the cohort of males born between 1961 and
1970 may represent a further decrease of as much as 12 or 13 percentage points, to a
rate of 29 to 30 percent.

The rates attained by the 1911-30 cohorts suggest that the expected peak prevalence
figures for males in Table 1 may be conservative. This perception is reinforced by
recognition that the 1921-30 cohort achieved its peak rate of smoking the year of the
first major public concern about smoking and cancer, and that succeeding cohorts
reached peak smoking age during other periods of concern about the health consequen-
ces of smoking.

In this context, had women’s smoking patterns eventually mirrored those of men ap-
proximately three decades earlier, the expected prevalence figures in Table 2 would
have to be considerably larger than they are. As such, the gaps between reported and
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